Name: _____________________________________________________ Phone/email address: ______________________________________________  I will ask other providers to send a summary of their care to this office.
Expected outcomes/prognosis
If I follow the treatment/action plan above, I can expect the following to happen:
Provider signature: ___________________________________________________________________________ * Data for these sections may be imported from the patient record when this form is used as the basis for an electronic health record template. The following elements should also be incorporated: date created, patient name and identifiers, and provider name.
